Editorial: Reengineering Quality for Health Care Reform
Earlier this year the American College of Medical Quality (ACMQ) hosted a day-long colloquium dealing with the College's mission and its role in promulgating quality in the United States' health care system. The panel for this gathering comprised a number of the country's recognized experts in health care quality-academics, researchers, and practitioners. They engaged their discussion, of course, within the context of the ebb and flow of federal and state reform efforts, and the relentless changes going on in the private sector. There was recognition that, in both public and private arenas, the demands for constraints and cost reduction, and for increased efficiency in providing care will continue to threaten to reduce the pursuit of quality to rhetoric or &dquo;window dressing&dquo; activities. The potential for this to happen underscored the critical importance of an organization such as the College offering leadership in the field of quality.
Early that day, with that recognition on the table, the discussion was enjoined as to the merits of ACMQ, reaffirming its mission as one related to medical quality-emphasizing the physician's role and contribution versus a new commitment to health care quality, reflecting a much broader representation of professional roles and range of resources. In thinking about these alternative, albeit overlapping mission choices, no serious analyst or observer would suggest that physicians alone are responsible for determining quality. However, with reference at least to acute care, it is often estimated that physicians control more than 80% of health care resource expenditures by virtue of licensure, regulation, and credentialing. Thus, physicians' decisions initiating diagnostic and treatment modalities set in motion clinical and administrative processes which result in patient outcomes-the focus of quality measurement and management. The logical conclusion is that the aggregate competence and quality of physicians' clinical decisions (medical quality) are principal determinants (although not the only determinants) of the quality of health care.
What can we say about the quality of physicians' medical decisions? In a provocative but exceptionally thoughtful paper entitled &dquo;Reengineering Medicine,&dquo; Weed and Weed (1) seriously challenge that quality. The senior author, Dr. Lawrence Weed, will readily be recognized as the originator of the problem-oriented medical record. Building upon that foundation, Dr. Weed (2) has extended his research and writing to what he identifies as &dquo;knowledge coupling&dquo; and has incorporated its tenets in his call to reengineer medicine. The authors cite the remarkable growth of electronic medical management information systems and databases over the last decade, but state that in spite of that presence and availability &dquo;a basic design failure in the health care system is its reliance on the mind of the physician, operating without external aids, to assume the burden of managing medical information. Medicine's remarkable scientific achievements bind us to this failure. The reality is that physicians, who direct most health care spending, operate with an archaic intellectual infrastructure for retrieving and organizing the medical information on which their decision making depends&dquo; (1, p. 151). While many will no doubt take strong issue with and dispute the authors' analysis and subsequent prescription, they are exceedingly relevant to much of the substance of the ACMQ colloquium. Participants spoke of the growth of the science of quality measurement and management, but also the enormous voids and variation in its application, and in the education, training, and preparation of those responsible for that application. One could thus paraphrase Weed and Weed and suggest that much of the practice of quality measurement and management operates with &dquo;an archaic intellectual infrastructure&dquo; for retrieving and organizing the information on which competence in this discipline depends. Taking a leadership role in the creation and support of a sound intellectual infrastructure for quality measurement and management suggests one possible mission for the College. It could build not only on its traditional &dquo;medical&dquo; orientation, but could at the same time extend an open invitation to all those who make health care quality possible to join us at the table-as equals-in the task of reengineering quality as health care continues to be reformed. David J. Jones, M.D.
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